Traumatic Injury and Claim for e i ot
Continuation of Pay/Compensation Offics of Workere' Compensation P Programs
Employes: Please complete all boxes 1 - 15 below. Do not complete shaded areas.

Witness: Complete bottom section 16.

Employing mner {m or mnnumn mlum}- Cnmphu shaded bowes a, b, and c.

Federal Employee’s Notice of _ J.S. Department of Labor @

A : : : : i T E |_
1. Name of nnm-!-uryn (L,asl Flrat Iuhl;ldla] 2. Social Security Number
3. Date of binh  Mo.  Deay ¥ 4. Sex 5. Homa telaphons B. Grade as of
(T S [CIwale [TIFoamale | | )] date of injury  {evel Step
7. Employea’s home mailing addrass (Include city, state, and Z1P coda) B. Dependents
L] wife, Husband
O chitdren under 18 years
] other
[ Description of Injury - : S L |
[} P!mwtmenmumumd {8.g. 2nd fioor, mm Fnumﬂnu Bldg., !zm&Pma-}
10. Date injury occurred Tirme 11. Date of this notice 12. Employes‘s job titie
Mo. Day ¥ R [jam. Mo, Day ¥
I N R D YR Opm | 1 1 |
13. Cause of injury {Describe what happened and why)
B uo-im:m code
14, Nature of injury (Identify both the injury and the part of body, 8.g., fracture of left leg) II ?:me W;iﬁ C. El:mltl_ cnm

-ﬁiu“ Nmnuda

~ [Empioyee Signature ;

15. | cartify, under panllly of law, thm the Injury mlu'bh-d ll:rnw was :-uslllﬂad in pmnrmmu uf dl.lty' as an umﬂmnfmu
United States Government and that it was not caused by my willful misconduct, intent to injure mysedl or another person, nor by
my intoxication. | hereby claim medical treatment, if needad, and the foliowing, as checked below, while disabied for work:

[] a. Cominuation of regular pay (COP) not to exceed 45 days end compensation for wage loss if disability for work continues
beyond 45 days. If my claim is denied, | understand that the continuation of my regular pay shall be charged 1o sick
or annual |save, or ba deemaed an overpaymant within the meaning of § USC 5584,

1 b. Sick and/or Arnual Leave

| hereby authorize any physician or hospital {or any other parson, institution, corporation, or government agency) to furnish any

desirad information o the LS. Departmant of Labor, Office of Workers” Compensation Programs (or 1o its official represantative).

This authorization also permilis any official reprasentative of the Office to examine and fo copy any records Concernmeng me.
Signature of employes or person acting on his/her behaif Date

Any person who knowingly makes any false staterment, misrepreseniation, concealment of fact or any other act of fraud 0 obtain compensation
as provided by the FECA or who knowingly accapts compensation to which that person is not entitted is subject to civli or administrative
remadies as well as felony criminal prosecution and may, under appropriate criminal provisions, be punished by a fine or imprisonmant or both.

Hawe your supervisor complete the receipt attached to this form and return it to you for your records.

16. Stawement of witness [Dumribl whl.'l you saw, heard, or Il.mw about mis lnduﬁr}

Marne of witness Signature of witness Date signed

Address City State ZIF Code




Dfficial Supervisor's Report: Please complets information requested below:
17. Agency name and address of réporiing office {Include city, state, and ZIF code) OWCF Agency Code
O5HA Site Code

18. Employes's duty station (Strest addrass and ZIP code)

ZIPF Code

18, Employea's ratirement coverage

[]csas []FERs [T Other, { identity)

20. Aegular 21. Ragular
work ﬁ a.m. D a.m. wnﬁ
hours From: : [J pm  Te: : [J pm schedule [JSun. [IwMon. [JTues. [Jwed. [JThus [JFri. []sa
22. Date Mo, Day YT 23. Dam Mo, Day  ¥r. 24. Date Mo. Day ¥
of notice stopped O am
Injury £ | l raceivad | I i | work | l | D Time: 0] pm
25, Date Mo, 0 ¥, 26. Data Mo, Da ¥r. 27. Dale Mo, Da ¥r.
pay W 45%:? o ratumad ¢ ¥ ! O am
slopped | | 1 | period began | i | | 0 work g 1 I i Time: 1 em

28. Was employee injured in performance of duty? [T] Yes

[Qa (1 “Mo,” explain)

20. Was injury caused by employes’s willfud misconduct, intoxication, or intert W injue salf or another? [] Yes (if “Yes,” explain} []MNo

30. Was injury caused 3. Name and address of third party {Inciude city, stete, and ZiF code)

by third party?

[Jves. []No
[ "Na."
go o
item 31.)

32. Name anc address of physician first providing medical care (Include city, stae, ZIP code) 3. First date V. Dav ¥
medical cars " y
recelved | | [ [

34, Do medical
reports show L 788 []No
ampioyes is
disabled for work?

35, Does your knowiedge of the facts about this injury agree with statements of the employee and/or witness? [TJYes [T] No (if "No," explain)

38, if the employing agency controverts continuation of pay, state tha reason in detail.

37,

Pay rate
whan emplayes
stoppad work

£ Par

[Signature of Supervisor and Filing Instructions

8. A supervisor who knowingly certifies to any false statemsnt, misrepresentation, sencealment of fact, ete., in respect of this claim
may aiso be subject to appropriate felony criminal prosacution.

| certify that the information given abova and that furnished by the employes on the reverse of this form Is true 1o the best of my
knowladge with the fallowing axception:

Mame of supervisor {Type or grint)
Signatura of sLpervisor Date
Supervisor's Title Office phone

39. Filing instructions E

Mo lost time and no medical expense: Place this horm o employes's madical folder [SF-E6-D)
Mo los: time, no medical expenze incurred or expected: forward this farm o OWCP
Lost time coverad by leave, LWOP, or COP: farward this form 1o OWCP

First Aid Injury




Instructions for Completing Form CA-1

Complete all ilems on your section of the form. I additional space Is required to explain o clarify any point, attach a supplemental
statamant to the form. Some of the ilems on the form which may require further ciarification are explained below.

iqulln!ﬂ (O person acting on (he employess’ behall}

13) Cause of Injury

Dascribe in detail how and why the injury occurred. Gives
appropriate details (8.0.: if you fall, how far did you fall and in
what position did you land?)

14) Nature of Injury
Give a complate description of the condition(s) resulting from

your injury. Speciy the right or lef side if applicable (e.g.,
fractured left leg: cut on right indéx finger).

15} Election of COP/Leave

i you are disabled for work as a resuli of this injury and filad

CA=1 within thinty days of the injury, you may be antitled to receive
continuation of pay (SO} from your employing agency. COP is
paid for up o 45 calendars days of disability, and is not charged
against sick or annual leave. If you elect sick or annual leave

you may not claim compensation 1o repurchase ieave wsad

during the 45 days of COP antithermant.

imt:w

A1 1ne time the form: s received, complete 1ne receipt of notice of
injury and give it to the employes. In addition to complating
iterme 17 thraugh 39, the supervisor is rasponsible for obraining
the withess statement in item 16 and for filling in the proper cocas
in shaded boxes a, b, and ¢ on the front of the form. I medical
axpanse or fost kme s incurred or expected, the completed form

snould be sent to OWCF within 10 working days after it is received.

The supervisor should also submit any other information or
avidence partinant to the merits of this ciaim.

if the employing agency controverts COP, the empioyee should
be notified and the reason for controvearsion explained to him or
har.

17) Agency name and address of reporting office

The name and address of the office o which cormaspondence
from OWCP should be sent (if applicable, the address of the
personnel or compansation office).

18) Duty station streat address and zip code

The address and zip code of the astablishment whara the
employee actually works.

19) Employers Retirement Coverage.
indicate which retirement system the employee Is coverad undar.

30} Was injury caussd by third party?

A third party is an individual or organization (other than the
injured employae of the Federal governmant) who is liabie for
the injury. For instance, the driver of a vehicie causing an
accident in which an employee is injurad, the owner of a
building where unsafe conditions cause an employea 1o fall, and
& manufacturer whose dofactive product causes an employea's
infury, could all be considerad third parties 1o the injury.

32) Name and address of physiclan first providing
medical care

The name and addrass of the physician who first provided
meadical care for this injury. If initial care was given by & nurse
or other heaith professional (not & physician) in the employing
agency's haalth unit or clinic, indicate this on a separate sheet
of paper.

33) First date medice! care received
The date of tha first visit 1o the physician listed in item 31.

38} If the employing agency controverts continuation
of pay, state the reason in detail.

COF may be controverted {dispuied) for any reason; however,
the employing agency may rafuse to pay COP only if the
cortroversion is based upon one of the nine reasons given
balow:

&) The disabiity was not caused by 8 traumatic injury.

by The empioyes is a wolurbesr working without pay or for
raminal pay, or a member of the office staff of a formear
Fresident;

€] The employes is not a citizen or a residant of the Unitad
Swatas or Canada;

dk The Injury occwred off the employing agency's premises and
the employee was not involved in official "off premise”™ duties;

@) The injury was proximaiely caused by the employes's willful
misconduct, intent to bring about injury or death to self or
anather parson, or intoxication;

fy The injury was not reported on Form CA-1 within 30 days
Tollowing the infury;

g} Work stoppage first occurred 45 days or maore following
tha Injury;

h} The employee initially reporied the injury after his or her
employmant was terminated; or

I} The employes is enrolied in the Civil Alr Patrof, Peace Corps,
Yeuth Consarvation Corps, Work Stwedy Programs, or othar
similar groups.

Box a {Occupation Code), Box b {Type Code),
Box ¢ (Source Code), OSHA Site Code

The Occupational Safety and Health Administration (QSHA)
raguires all employing agencies 1o complete these ems whan
reporting an injury. The proper codes may be found in OSHA
Bookiet 2014, "Recordkeeping and Reporting Guidelines.

OWCP Agency Code

This ie a four-digit for four digit plus two |etter) code used by
OWCF to identify the employing agency. The proper code may
ba obtained from your parsonngl or compansation office, or by
candaeting OWCE,

Form CA-1
Réw. Apr. 1995



The FECA, which is administered by the Office of Workers'
Compansation Programs (OWCP), provides the following
benalits for job-related fraumatic injuries:

{t) Continuation of pay for disability resulting from traumatic, (4) Vocational rehabiltalion and relatad services whane
job-relatad injury, not 1o exceed 45 calendar days. (To be directed by OWCP.
aiigible for continuation of pay, the employes, or someaone
acting on hisshar bahalf, must file Form Ca-1 within 30 days

fallowing tha injury and provide med|cal evidence in supporn {8} All necessary medical care from qualified medical providers.

of disabllity within 10 days of submission of the CA-1. Where The injured employee may choose the physician who provides
the employing agency continua's tha employeas's pay, the pay iritial medical care, Generally, 25 miles from the place of

must not be interrupted unless one of tha provision's outlined injury, place of employment, or employes’s home is & reasonabile
in 20 CFR 10.222 apply. distance 1o travel for medical care.

An employes may use sick or annual feave rather than LWOP

{2) Payment of compensation for wage loss after the expiration while disabled. The o ke hase

of COP, if disability extends beyond such paint, or i COP is pot

Savine. gty coinss s COF e, FomCh T i
with supporting medical evidence, must be filed with OWCP. ﬁ“ TR g
To avoid interruption of incomsa, the form should be filed on the '
40th day of the COP period.
F; mdiltleE iinmmulm review the ,;faqmatlum governing
9 P.im of compensation for parmanant impairmant of the administration of the FECA {Coda Federal thulll'mﬁ.
t Icmﬂnmwns,nﬁmm&nrhmcﬂmnrﬂuhndytmchu Chapter 20, Part 10) or pamphiet CA-810.

loss or loss of use of an arm or kidney, loss of vision, &te.),
ar for serious defringemaent of the head, face, o neck,

|Privacy det . e

in accordance with fhe Frivacy Act of 1974, as amended (5 U.S.C. 552a), you are hersby notified thei: (1) The Federal Employees'
Compensation Act, as amended end extended (§ U.S.C. 8101, et sag) (FECA) is administered by the Office of Workers® Compensation
Programs of tha LLS. Dapartment of Labor, which receives and maintains personal information on claimants and their immediate familias. (2)
Information which the Office has will be used o determine eliginility for and the amount of benafits payable under the FECA, and may be
varified through computer matches o other appropriate means. (3} Information may be given to the Federal agancy which employed the
claimant at the tima of injury in order to verify statements made, answer questions concerning the staius of the claim, verify billing, and to
congider issues ralating to remantion, rahire, or other relevant mattars. (4) information may also be given to other Faderal agencies, other
govarnmant entities, and 1o private-sacior egancies ands/or employers as part of rehabliitative and other return-to-work programs and services.
{8) Irformation may be disclosed o physicians and other health care providers for use in providing treaimeni or medical/vocational
rehabilitetion, making evaluations for the Office, and for other purposes related to the medical management of the claim. (8) Information may be
given to Federal, stale and local agencies for law enforcement purposes, to obtain information refevant to a decision under the FECA, to
determine whether benefits are being paid properly, including whether prohibiled dual payments are being made, gnd, where appropriate, o
pursue salary/edminisirative offest and debt coflection actions reguired or permitted by the FECA and/or the Debt Collection Act. (7)
Disclosure of the claimant’s sochal security number (SSN) or tax identifying rumber {TIN) on this form is mandatory. The SSN and/or TIN), and
other information mairtained by the Office, may be used lor identificalion, to support debt collection efforts carried on by the Federal
govarnment, and for cther purposes required or authorized Dy law. (B8) Failure to disclose all requested information may delay the processing
af the claim or the paymant of benafits, or may rasult in an unfavorable decisiom or reduced level of banefits.

Note: This notice applies to all forms requesting information that you might recelve from the Office In connection with the
processing and adjudication of the claim you filed under the FECA.

2 = i-“":?‘-':' Sl s S % a2 3 = e

mw recaipt of Huma- uf Iﬂp.lr'r uumamd by
of inj employee)

Which occurred on (Mo., Day, ¥r.)

At (Location)

Signature of Official Superior Title Data (Mo., Day, Yr.)

Fofm CA=1

L5, GPO: 1999-454-8451 2704 Ry Apr 1999





